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Article XIV. 

Diagnostic Significance of a Dilated and Mobile Pupil in Epilepsy. 

By Landon Carter Gray, M.D., Eecturer on the Xervous System, Long 

Island College Hospital.' 

It has frequently occurred to me, as it has probably to others who are 
interested in diseases of the nervous system, to be in uncertainty as to 
whether the convulsive seizures of a patient were epileptic or epileptiform. 
As it is the exception to the rule that the physician himself sees the patient 
in the convulsion, he must rely upon the statements of the patient’s friends 
or relatives for all the details ; and be the friends and relatives even fairly 
intelligent, there are a goodly number of cases about which their testimony 
is not decisive. When these friends or relatives are careless, unobservant, 
it may be stupid, the difficulties in the way of an exact diagnosis may 
become great. Thus, for this reason, I treated a young girl for over a 
month in doubt as to the nature of her convulsions, being rather inclined 
to believe that they were epileptic, until I was summoned whilst she was 
in a hysterical fit. But the history may be good, and we may yet be in 
doubt as to whether we have before ns a true functional epilepsy, or one 
in which the symptoms are produced by persistent organic lesions. If, 
therefore, there be any one phenomenon which is constantly or generally 
present in true functional epilepsy, and not in that which is due to organic 
disease, it has seemed to me that such a phenomenon would do consider¬ 
able service to the clinician. Such a symptom, if my observations be 
trustworthy, is a dilated and mobile pupil. By this I mean a pupil which 
changes from contraction in a bright light to dilatation in a shaded light 
much more quickly than the normal pupil, sometimes instantaneously, un¬ 
dergoing the changes from dilatation to contraction with the same facility, 
and which is, moreover, moderately dilated even in a bright light. I have 
examined seven epileptics in my practice, twelve at the Flatbush Lunatic 
Asylum, and, thanks to the kindness of my friend, Dr. Guy D. Daly, thirty 
at the Flatbush Hospital for Incurables, making forty-nine in all. In all 
but four of these the pupil had the characteristics which I have described. 
I am not certain that three of these exceptions were really exceptions, but 
the doubt in the matter is such that I do not consider myself at liberty to 
exclude any, and shall therefore content myself with dwelling upon them 
somewhat in detail. The three were all dwellers in the Hospital for In¬ 
curables, the inmates of which are chronic cases of the worst type, whose 
histories are necessarily often very imperfect. The first exception was 
a typical case, lacking the involuntary cry at the outset of the convulsion 
and the deep sleep subsequent to it. Dr. Daly shared my doubts regard¬ 
ing this patient. The pupils were small, and only slightly mobile. The 
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second and third exceptions were found in two women, whose advanced 
age, in the one sixty years, in the other sixty-five to seventy, may have 
accounted for the fact that the pupils were only slightly mobile, being, 
however, moderately dilated. The fourth exception was presented by a 
dement in the Flatbush Asylum, who was blind in one eye from advanced 
and progressive keratitis, and whom I do not therefore hesitate to throw 
out of account. Even admitting, which it is by no means fair to do, that 
the three patients were really exceptions, the rule would apply in ninety- 
two per cent, of the cases. 

The mobility and dilatation were usually in proportion to the inveteracy 
and violence of the disease, although not always so. The cases of petit 
mol have exhibited this phenomenon in a marked degree. 

I desire to distinctly state that my observations apply only to cases of 
true functional epilepsy—in other words, to patients who have either the 
petit mol, or the grand vial, which usually begins with the involuntary 
cry, then the sudden supervention of absolute unconsciousness, then the 
tonic and clonic convulsions, with or without foam at the mouth and biting 
of the tongue, and, finally, after the paroxysm, a period of deep slumber. 
I have taken great pains to satisfy myself that my cases in point were of 
this nature. 

By means of this symptom I have been enabled to make a diagnosis in 
several instances, where the history was either uncertain or where I knew 
nothing of it, and subsequent examination has confirmed me. I deem 
myself, therefore, warranted in affirming that this symptom is of peculiar 
diagnostic value—indeed, a half century ago it would have been called 
pathognomonic, in accordance with a belief that the spread of our know¬ 
ledge is shattering—and I commit it to the criticism of the profession in 
the hope that it may prove of as extended and certain application as I 
anticipate. 


AltTICJ.E XV. 

Poisoning by Carbolic Acid ; Recovery. Reported by R. Glisan, 
M.P., Professor of Obstetrics in the Medical Department of the Willamette 
University, Portland, Oregon. 

About 3 P. M., April 25, 1880, I was called to see Charles L., aged 
20, who had taken an ounce of pure fluid carbolic acid. Feeling unwell, 
he had during the day consulted a physician, who directed a purgative 
mixture, which was placed alongside of a vial containing an ounce of pure 
carbolic acid, obtained by the patient for sprinkling upon his handkerchief 
as a preventive of the smallpox. A friend, Mr. McB., administered to the 
young man the carbolic acid instead of the cathartic mixture. The mis¬ 
take—a natural one, as the two vials and their contents bore a close re- 



